INTRODUCTION
Financing healthcare can be challenging as every country is faced with the problem of health facilities and quality of health services while trying to keep the cost of health services bearable. Health expenditure affects various groups at various levels in the health service funding scheme. The issues of healthcare cost continue to increase and cost-sharing options are often disputed. Over the years, in countries all over the world, governments and citizens alike have been confronted with various issues pertaining to healthcare, especially that of healthcare access. Healthcare services are not often accessible or made available to all people in many countries, especially by those who cannot afford to pay for such services. With the differences in the living conditions of the rural and urban populations, it is also apparent that they have significant differences when it comes to their willingness to pay (WTP) for different healthcare services. In view of these differences, there have been strategies which were pursued by several sectors calling for equality in access to such services.
The most important aspects that must be preserved in health services are equitable, affordable by all including the poor, and quality services. Malaysian Vision 2020 and Vision for Health, Malaysia stated that the principles, values and goals of the healthcare system are equity in coverage, access and financing as well as the provision of services that are affordable, efficient and effective (Abu Bakar 2000) . The present health delivery and financing system was designed during the 4 th Malaysia Plan between 1981 and 1985 to ensure that the poor and those staying in rural areas are adequately covered. The Government took the responsibility in providing and financing most of the healthcare services in the country.
For years, the Malaysia government has subsidised and shouldered most of the healthcare costs. However, it was estimated that only 5% of the cost are recovered back though user fees (Nur Maziah 1995) . Therefore, the government should review the existing health financing system.
Although the Malaysian health system has performed comparatively well over the years, the public system has not been able to keep up with the demands of the public, and this has led to the growth of the private health sector. Consequently, this has led to problems of equity as the people in higher-income groups have better access through the private system. On the other hand, the poorer members of the community have no choice but to rely on the government system as a source of healthcare (Karol 2007) .
For years, Malaysian populations are paying very minimal for healthcare services, especially at government health facilities which for years never increased. Only MYR1.00 for outpatient clinic registration fee, patient will get all the consultation, investigations and medications. With nowadays value of money, this amount actually not logic anymore. At private sector, the fee does increase slightly from an average of MYR20 in 1980 to an average of MYR50 nowadays for simple common cases.
There are many WTP for healthcare services studies done in other countries but there are very limited WTP for healthcare services studies done in Malaysia. The only two studies found were investigated specific healthcare services pharmaceutical or drug charges and pharmacist's dispensing services (Shafie & Hassali 2010 , Siti et al. 2014 . The purpose of this study is to assess the population willingness to pay (WTP) for healthcare services such as government clinic (GC) out patient (OP) registration fees and private clinic (PC) simple outpatient treatment charges and determine its' influencing factors.
METHODOLOGY
A cross-sectional study was conducted from February to September 2014. The sample size was calculated by using PS: Power and Sample Size Calculation software version 3.1.2 based on one and two proportions formula accordingly to satisfy the objectives and variables of the study using multiple references as estimates (Dupont & Plummer 2014) . The maximum sample size calculated was 832. The Department of Statistics Malaysia was then requested to aid in selecting these respondents to avoid biases. Household addresses were selected by using multistage random sampling. In first stage, Peninsular Malaysia was divided into four zones; one state was randomly selected to represent each zone: Kedah for northern region, Selangor for central region, Johor for southern region and Kelantan for the east coast region. In the second stage, two districts were randomly selected from each of the states selected earlier. Out of the twelve districts in the state of Kedah, Kulim and Bandar Bharu Districts were selected. Hulu Langat and Sepang Districts were selected to represent Selangor, which has nine districts in total. Batu Pahat and Segamat Districts represented Johor, which has ten districts in total and Kota Bharu and Pasir Mas Districts represented Kelantan, which has ten districts in total. In the third stage, respondents were then selected using the enumeration blocks. Household respondents selected represented the rural and urban populations from each of the states selected. All Malaysian adult households age above 18 years staying in the addresses given that agree to participate were included into the study. Households that not able to communicate with the interviewer and not at home after three visits were excluded.
This research was a community-based, house to house and face-to-face interview using a structured questionnaire adopted from the questionnaire used in Option for Healthcare Financing in Malaysia study by Al Junid et al. (2000) . The questionnaire was then pretested for reliability and validated by health financing experts from the universities and the Ministry of Health, Malaysia through focus group discussions. There are four sections in the questionnaire include 1) household head sociodemography; 2) household socio-economic; 3) household health utilization and 4) WTP for GC OP registration fee and PC simple OP treatment charges as dependent variables.
All the independent variables namely age, gender, ethnic, marital status, number of households, education level, residential location, income, outpatient choice, inpatient choice, have health insurance and have disease were treated as categorical data. From households' birthdate, mean age was calculated in years and categories into two as below 41 years; and 41 years and above. Gender, ethnic and marital status were based from what the respondents' declared. From number of dependents (spouse, children, siblings and parents under the household's custody) given, mean was calculated and categories into two groups as below three; and three and above. Education level of the respondent was measured by asking their latest/ highest education level according to the classification of Tidak Bersekolah/None, Sekolah Rendah/Primary as low education level; Sekolah Menengah/Teknik/Vokasional; Maktab/Kolej/Pengajian pos-menengah/Certificate/ Universiti/Institut berdiploma/ijazah as high education level. Respondents' locality was divided into rural and urban based on the data given by the Department of Statistics. Households' income were assessed by asking the household total income from all sources such as income from current and previous occupation, side income from business and family or welfare contribution. Income data was analysed as continuous data initially. Then the data was recoded into two categories: low and high according to average household gross income monthly and middle income for Malaysia 2014 by the Department of Statistic (Department of Statistic Malaysia 2105). Respondents were asked of their choice of outpatient health services whether government clinic or others and for inpatient services, government or private hospital. Respondents were asked yes and no whether any of the household member(s) had any disease for past one year. The respondents' were also asked whether they have or not health insurance.
WTP for GC OP registration fee and PC simple OP treatment charges, respondent was asked their WTP and its' amount. The WTP was assessed through several methods (Aizuddin et al. 2011 , Breidert et al. 2006 , Shafie & Hassali 2010 . Firstly, the respondents were asked their WTP extra for current healthcare service charges or fees in yes or no question. Then, they were asked an open-ended question on how much they willing to pay. Subsequently, using current price of services was used as a guide and their answer in previous question, the amount were asked again in the standard gamble form if he/she was willing to pay a higher amount (Shafie & Hassali 2010 , Yasunaga et al. 2006 , Saulo et al. 2008 . If the answer was yes, the respondent would be asked if he/she was willing to pay a yet higher amount. This gamble process was continued until the answer was no (meaning the respondent was not willing to pay the stated amount), and then the amount will be reduced. These forward and backward questions would continue until the highest amount the respondent was willing to pay was reached. These highest amount in Malaysia's ringgit (MYR) that respondent was willing to pay for OP registration fee at government clinic and simple OP treatment charges at private clinic were analysed as a continuous data.
Raw data was entered into the Microsoft Excel 2010 worksheet initially and then was analysed using STATA version 13. Data was analysed univariate, bivariate, simple linear regression and multiple linear regression respectively to determine the mean of WTP for OP registration fee at government clinic and simple OP treatment charges at private clinic and their associated factors.
The research proposal was reviewed and approved by the Medical Research Ethic Committee, Faculty of Medicine, Universiti Kebangsaan Malaysia for commencing the study and publishing the study results. All participants provided informed consent before interviews commenced.
RESULTS
A total of 774 households were interviewed that gave a respond rate of 93.0%. Respondents interviewed were at the age of between 19 to 87 years old with mean age 48.93 (SD 13.29) and median age 49.0 (IQR 39.0-58.0). Six hundred and twenty six (80.9%) respondents were male household heads. The majority of the respondents' were Malay (68.7%) followed by Chinese (23.0%), Indian (7.6%) and others (0.7%). Six hundred fifteen (79.5%) household heads were married. Mean household head number of dependents was 3.14 (SD2.08) with a minimum of no dependent until 17 people. Almost half of the respondents' were at middle education level (47.3%), followed by low education level (26.6%) and high education level (26.1%). Four hundred ninety three (63.7%) respondents stay in urban area. The respondents' total monthly household income was between MYR200.00 and MYR28600.00 with a mean of MYR3140.18 (SD2822.13) and median of MYR2500.00 (IQR 1500.00-4000.00). Using the Malaysian average household gross monthly income (MYR4585.00) and middle income (MYR3626.00) in 2014 by the Department of Statistic Malaysia as a reference, more than half of the respondents' (57.0%) household monthly income were at the lower range of the income distribution (Department of Statistics Malaysia 2015).
In terms of households' healthcare service utilization distribution, the majority of the respondents chose GC and hospital as their OP All variables were also run for simple linear regression before proceed with multiple linear regression. Based on the results obtained in simple linear regression, all independent variables with p < 0.25 were selected to be entered into the multiple linear regression (Bursac et al. 2008) . 
DISCUSSION
The study findings showed that the study respondents were well randomised as distribution of the study respondents' socio-demography and socio-economy were comparable with actual Malaysian population. Measuring household healthcare services utilization plays a critical role in the planning of healthcare service delivery. Service delivery capacity must be adequate to meet the needs of the population. This study found that for outpatient services, the respondents utilized both government and private health clinics almost equally. For inpatient services, majority of the respondents preferred utilizing the government or public hospital to private hospitals. These study findings were comparable with the National Health and Morbidity Survey 2006, which found that the majority (69.1%) of the population preferred government facilities for inpatient services and 53.8% preferred private facilities for outpatient services (Institute of Public Health 2008). Similarly, a study by Haironi et al in the Samarahan District in Sarawak also found that the majority of the local community preferred utilizing the government health centres (Haironi et al. 2014) .
Assessing household willingness to pay for healthcare and its influencing factors is this study's main objectives. Willingness to pay is a basis in determining the population acceptance and their agreement to contribute for better healthcare services. For years, Malaysian populations have been paying very minimal for healthcare services especially at government or public health facilities. The healthcare charges or fees in these facilities have remained low for many years. For example, the registration fee for the general outpatient clinic is only MYR1 and MYR5 for the registration fee of the specialist clinic. Just by paying these small amounts of fee, a patient will receive consultation, investigations and medications. With the increasing costs of healthcare, these current fees are no longer suitable. On the other hand in the private sector, the fees have increased over the years from approximately MYR20 in 1980 to about MYR50 nowadays. One of the aims of this study was to assess the population's willingness to pay for healthcare if the fees were increased or co-payment be implemented in the future.
This study revealed that the majority of respondents were WTP more than MYR1 for the outpatient registration fee at the government clinic with the mean MYR3.76 (SD2.71) which is more than 300% increment. These study findings are comparable to earlier studies. Aizuddin et al. (2011) in her study found that majority of her respondents were WTP extra charges for almost all government healthcare services. Majority of her respondents' WTP were less than MYR2.49 for the outpatient registration fee at the government clinic (Aizuddin et al. 2011) . Study done by Raja et al. (1992) in Klang Valley area also gave similar findings, his respondents' WTP were less than MYR5.00 for the public outpatient clinic. However, in study done by Al Junid (2000) , he found that the majority of his respondents were not willing to pay for increased healthcare service's charges. The amount they were willing to pay was less than MYR3 for the outpatient registration fee at the government clinic. All these findings show that the Malaysian population is willing to pay extra but due to very low charges already implemented for years, these may have resulted them to being very complacent, and hence the amount that they were WTP extra was still small. This study revealed that for private healthcare services, the majority of respondents were not WTP extra than the usual charges. The mean WTP for private simple outpatient treatment charges was MYR38.76 (SD5.45) . This amount was lower than current average charges MYR50.00. This finding is similar to earlier studies. Aizuddin et al. (2011) found in her study that the majority of her respondents were only willing to pay MYR6.00 to MYR20.99 for outpatient charges in private healthcare facilities which also lower than average charges during that time was MYR30.00. The studies by Al Junid (2000) and Raja et al. (1992) showed that their respondents' WTP were less than MYR10.00 and MYR15.00 for outpatient charges in private healthcare facilities respectively. The above findings show that private healthcare services charges were expensive and Malaysia's population's WTP is less than usual. Walraven in his study in a rural area of Tanzania found that majority of his respondents were not willing to pay the average outpatient fee of Tsh350 and majority of them had WTP only Tsh100 for an OPD visit which was very much less than the average fee (Walraven 1996) . This phenomenon also occurs in other countries.
Willingness to pay is a basis of population acceptance and together with the influencing factors will give a basis calculation the level of individual's contribution. By knowing the influencing factors will further support and justify the calculation with more certainty.
Many studies showed that there were many factors influenced WTP for healthcare services. The study found that WTP extra than MYR1.00 for outpatient registration fee in government facilities was negatively influenced by marital status but positively influenced by income, have health insurance and their choice of outpatient services whereas WTP for simple outpatient services charges in private facilities was influenced negatively by number of dependent and have disease but influenced positively by locality, income and have health insurance and Marital status was found in this study to have negative association with WTP for government outpatient healthcare services. However, not much study investigates the association between marital statuses with WTP for healthcare services. The only study was by Mataria et al. and he found in his study in Palestine that marital status was not significantly associated with WTP (Mataria et al. 2006) . It was found in this study that the number of household dependents has negative significant association with WTP for simple outpatient services charges in private healthcare facilities. Household with higher number of dependents were willing to pay lesser amount compared to household with lesser number of dependents. Different result was found in a study by Saulo et al. in rural Tanzania in which that there was no significant association between household size and WTP for artemisinin-based combination therapy (Saulo et al. 2008) . Household size or dependent number may not necessarily relate with health utilization or visit. That was why household number of dependents might not be associated with WTP. Locality was found to have positive significant association with WTP for simple outpatient services charges in private healthcare services in this study. Urban respondents were willing to pay higher amounts compared to respondents who stayed in the rural area. Weaver and colleagues found similar results in their study in Central African (Weaver et al. 1996 ). This could due to urban respondents being more accessible to private healthcare facilities and hence increases their healthcare services utilization at private facilities.
The study revealed that there was positive significant association between respondents' socio-economic status (SES) with their WTP for both outpatient registration fee in government and simple outpatient services charges in private healthcare facilities. Respondents with high SES were willing to pay higher amount compared to respondents with low SES. Donaldson, Hui-Chu, Ryan et al. and Shafie and Hassali found the similar results in their studies that WTP for healthcare services was positively associated with household income (Donaldson 1999 , Hui-Chu 2010 , Ryan et al. 1997 and Shafie & Hassali 2010 . Income was one of the important resources for every individual to purchase goods including healthcare services. By having high income, individuals will be more able of spend more and their WTP is higher. Similar findings noted for having insurance and WTP for both outpatient registration fee in government and simple outpatient services charges in private healthcare facilities. Individuals with insurance were willing to pay higher amount. Individuals who have health insurance are usually individuals with good or high SES who can afford to pay for their insurance premium monthly or annually and their WTP is higher. In facts, having health insurance also known to have association with high utilization and moral hazard.
It was found during this study that respondents' choice for outpatient healthcare had positive significant association with WTP for the outpatient registration fee in government healthcare facilities. Respondents who chose other than government healthcare facilities for their outpatient choice were found willing to pay a higher amount. These may relate with respondents who chose other than government healthcare facilities for their outpatient choice were respondents who stay in the urban area which has higher accessibility to other than government healthcare facilities, and they also might have higher income. These further increases their utilization. Apart from that, the presence of a disease was also found to have negative significant associations with WTP for simple outpatient services charges in private healthcare facilities. Households with a disease were willing to pay lesser amount compared to households without disease for the past one year. Hui-Chu also found similar results in his study WTP for lung cancer treatment, that health status showed a negative influence on patients' WTP (Hui-Chu 2010). The possible answers for above findings were that respondents having a disease will need frequent visit to healthcare services. That is why they only willing to pay lesser amount.
These study findings proved that Malaysian community willing to pay extra for outpatient services and understood that healthcare is not cheap. This may assist policy makers in deciding to revise the current outpatient service's charges. With this baseline research regarding WTP for health services which include comprehensive possible influencing factors among comparable Malaysian population, the findings from this study could be used in estimating the new proposed outpatient service's charges. In facts, the influencing factors could also be used as a basis in suggesting the detail of basic packages for future health financing scheme and factor to be consider in choosing individual to be subsidised.
However, the study has its limitation where it was only quantitative study conducted. It would have been more fruitful if the study can be combined with a qualitative component to assess further and to explore and explain the findings from the research. It is suggested that further study using the qualitative study to identified more issues and challenges of population WTP and also explore a barrier to their WTP for healthcare services.
CONCLUSIONS
The study showed the general Malaysian population values health care services. The public understood the scenarios of increase health care expenditure that similar to other commodities. They accept that these old fees schedule in government healthcare facilities have not been reviewed for years and it is timely to be reviewed. Yet, the amount of increment are only three times higher than previous fee. This might be due to subsidy mentality of the community. The public cannot accept any more increment for private health care services because the charges were already high. These findings are useful for estimating the economic value of medical services which government currently looking at.
